MISSOURI STATE BOARD OF HEALTH
OCT 26 ’937 BUREAU OF VITAL STATISTICS

) ﬁ CERTIFICATE OF DEATH . - - \
‘i 0|l 1. PLACE OF DEATH . v ' Do ‘{)"3”9‘{"?
| : () County.. S0 LOUiS Reglstration District No A170
' (4) Township..9 CEL€TION Primary Registration Distriet No D048 =H,. . Registered No 205
(e) Chy.. \EE: Richmongd, Hel ghts (@) Btreet Now..o. St.Marys Hospita X e at.

th occurred ln Hospital or Institution, write ita name instead of street and number)
{e) Length of residence ln city or town where death occurred m. mos. ds. {f) How long In U. 8., it of forelgn birth? yra. od. ds.

2. PRINT FuLL name.. Margaret M,Scarry.

(n)} Resldence, No, 5751 Dewev Ave- St. D .......

(Usual place of abode, if no atreet address, write county or city) {If nonresident, give city or town and State)
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2 PERSONAL AND STATISTICAL PARTICULARS MEDICAL CE‘.RT]F‘ICAT#OF DEATH -
3 3. SEX 4. COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR M{ /é 3 ’P
B DIVORCED (write the word) 2, DM'E OF DEATH (MONTH, DAY, AND YEA .18
g Female White Single. 2 ! )i neme

5 SA. IF MARRIED, WIDOWED, OR DIVORCED k ?

o HUSBANDOF L L T ...

- {OoR) WIFE OF

a t eaw b P alive on. Y . e
<] 6. DATE OF BIRTH (MONTH. DAY, AND YEAR) Dec s 13 > 1880 to have occurred on the date stated above, at... 8 454:: P M

. TI.H}GE YEARS MONTHS DAYS If LESS than 1 || The p ?l canse of death and related causes of impartance were as follows:
-] .
g A2 4 56 9 4

a 9’ F4 8. Trade, profession, or particular kind of
.‘;.': ] work done, ansawyer, bookkeeper,ete...................
B 'E 9. Industry or business in which work

B o was done, as saw mill, bank, @LC.......cccciiiriimirimenisn s s s,

& 3 | 10. Date deceased last worked at 1. Total time (years)

=] thia occupnuon (month and spent n this

? 8 B T UV pation..............
a

S 12. BIRTHPLACE (ci7v orTown)... 55 b s Lou:l- Sa MO .

a! (STATE OR COUNTRY) .

P
gfb | f . vame Michael Scarry.

AU 1T A e e
| - ... treland
14. BIRTHPLACE (CITY OR TOWR) » AR
S/ﬁ E { STATE OR COUNTRY) Name of operation.... e L.l @i Date ol
What test confirmed diagnosia?, S FEEEe" | Was thore an sutopsy YWdikr.....

X i X :
g 15. MAIDEN NAME Brldget Comer. 23, If death was due to ex (riclence), fill in also the follawing:
s ds homicide?.. # . 5 ........ Date of injury......occcvmvreme 10
5 | 15. BirTHPLACE (criv orTown. I X €1and . Accident, suicide, or bomicide ate of Injury
= (STATEOR COUNTRY) Where did {njury occur?

t . {Specify city or town, county, and State)
Specify whether injury oc in indusiry, in home, or in public place.
.rormant.... May. Scarry. _

(ADDRESS) 5731 Dewey Ave, Manner of tugunr i
. BURIAL, CREMATION. OR REMOVAL

~

item of informetion should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

1

EATH in plain terms,

18 - y

b e CAlVATY. o Sept.20-37% (@ oo

Pt 24, Wan disease or infug

7 t9. FuneraL piRecTor ... AL LML, J.Donnel 1y.. . Ind flar s, specity........ £

ma | (wooRESS)” 2240 Tindell Blwd. cdl. sigoedy.... 0. 2.

G Y reoS€Dpt 18 o 37@;4.@._ as ??l 4. {Address) £/
OCa sirar

{Licensed Embalmer’s Statement on Reverse Slde)
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" STATEMENT BY LICENSED EMBALMER

I, - e ., Licensed Embalmer No c"?d 6 j

hereby certify that the body recorded on the reverse side of this certificate was embalmed by

.

L.E.

No or by... Reglstered Apprentlce 3 O Y

working under my personal supervision.

Licensed Embalmer No 2 é é}

Note: The above MUST BE SIGNED BY THE LICENSED EhiBAILiER in his OWN H.ANDWRITING. {Failure to comply wi
the above constitutes grounds for revocation of license:)




